THIS is a review of one hundred cases taken from approximately five hundred cases operated upon in Musgrave Park Hospital during the past twelve years.
These cases have been selected because of positive findings of disc prolapse demonstrated at operation. The time from operation varies from twelve years to one year, the average length of follow-up being seven years and the majority of cases being at least five years since operation.
In looking at these figures it should be appreciated that considerable filtering of diagnosed cases occur before coming to surgery. Firstly, the general practitioners realize that complete bed rest is often sufficient and a patient arriving at hospital has already had this and perhaps other adjuncts such as plaster of paris casts. It is difficult to estimate, but probably only one-third of the cases with prolapsed discs entering hospital eventually require surgical treatment. (3) Evidence of cauda equina involvement.
RELATION
I case.
POST-OPERAI1-IVE COMPLICATIONS.
There was no mortality in these cases and indeed there were no deaths associated with the five hundred cases. Shock was seen in four cases and was defined as the necessity for post-operative transfusion. There were no pulmonary or deep venous complications in this series.
DiscusSION.
In assessing the high success rate it is recalled that these cases all showed definite prolapse at operation and such results would be expected. The assessment of these results is based on subjective findings, as disc operations are a surgery of pain. The better results follow the shorter histories. The site of prolapse pre-operatively is difficult to determine and in this series the ankle jerk would seem to be the most reliable indication. Some writers have stated that a positive prolapse occurs at two levels in 10 per cent. of cases. This was not substantiated here, although it is noted that two of the cases later requiring re-exploration for recurrence of sciatica had only one space explored at the original operation.
Limitation of straight leg raising is the principle reason for operative interference, but there would appear to be a small number of cases of severe low back pain associated with, and curable by, removal of a herniated lumbar disc. The discovery of this small group from the masses of cases of low back pain remains an outstanding problem. Its elicitation is difficult, and I would suggest that it can be found from careful history taking, myelography, and the vaguest of all from clinical experience.
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